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This visit was for the Investigation of 

Complaint IN00088970.

Complaint IN00088970:

Substantiated, federal/state deficiencies 

related to the allegations are cited at F226, 

282, 309, and 329.

Survey dates: April 8, 11, & 12.

Facility number: 010892

Provider Number: 155661

AIM number: 200229560

Survey Team:

Diane Dierks, RN

Census Bed Type:

SNF/NF: 103

SNF: 4

Total: 107

Census Payor Type:

Medicare: 7

Medicaid: 80

Private: 20

Total: 107

Sample: 3

These deficiencies also reflect state 

findings cited in accordance with 410 IAC 

F0000 Preparation or execution of this 

plan of correction does not 

constitute admission or 

agreement by the provider of the 

truth of the facts alleged, or 

conclusions set forth on the 

statement of deficiencies.This 

plan of correction is prepared and 

executed solely because it is 

required by Federal and State 

law.This plan of correction is 

submitted in order to respond to 

the allegations of noncompliance 

cited during a Complaint Survey 

review concluding on April 12, 

2011.Please accept this plan of 

correction as the provider's 

credible aggregation of 

compliance effective on or before 

May 12, 2011.

 

_____________________________________________________________________________________________________

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to 

continued program participation.
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16.2.

Quality review completed on April 25, 

2011 by Bev Faulkner, RN

F0226 The facility must develop and implement 

written policies and procedures that prohibit 

mistreatment, neglect, and abuse of residents 

and misappropriation of resident property.

SS=D

Based on interview and record review the 

facility failed to implement policies and 

procedures for reportng signifcant 

injuries, as evidenced by numerous 

wounds and abrasions acquired in the 

facility, without reportng those injuries 

for 1 of 3 residents reviewed for 

following facility policy. (Resident C).

Findings included:

A review of Resident C ' s clinical record 

was conducted on 4/08/11 at 4:00 pm.  

The record indicated the resident had the 

following diagnoses, but not limited to:  

Anxiety, Dementa with behavioral 

disturbances, Syncope, and hypertension.  

He admited to the facility on 4/01/11 at 

4:30 pm.  Resident C was admited to the 

hospital's  Intensive Care Unit on 

F0226 Corrective Actions accomplished 

for those residents found to have 

been affected by the alleged 

deficient practice:Resident 

readmitted to Acute Care 

Psychiatric Hospital.Identification 

of other residents having the 

potential to be affected by the 

same alleged deficient practice 

and corrective actions taken:All 

residents have the potential to be 

affected by the same alleged 

deficient practice therefore 

through systemic changes stated 

below will ensure the campus will 

provide a safe 

environment.Measures put into 

place and systemic changes 

made to ensure the alleged 

deficient practice does not 

recur:Mandatory Inservice for all 

facility staff on Abuse and Neglect 

Procedural Guidelines 

(attachment 1), and Reportable 

Event Procedure Guidelines 

(attachment 2).  Inservices will 

occur May 5, May 6, and May 9, 

2011.How the corrective 

measures will be monitored to 

ensure the alleged deficient 

05/12/2011  12:00:00AM
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3/18/11, then was placed on the 

psychiatric unit, and when ready for 

release, transferred to the facility for 

therapy to increase his strength.   

The facility "Skin Impairment 

Assessment", dated 4/02/11, indicated 

the following abrasions occurred, but 

were not present on his  admission on 

4/01/11 at 4:30 pm: " L outer knee (7.5 

cm length and 4.0 cm width) and tender, 

L outer lower leg (10.0 cm length and 3.5 

cm width) and tender." ( admited 

scatered scratches anterior L leg, 

abrasion L knee-4.0 cm length with 4.0 

cm width)

The facility " Skin Impairment 

Assessment", dated 4/4/11, indicated the 

following skin issues occurred, but were 

not present upon admission.  "R hip 

bruise (3.0 cm length and 3.0 cm width) 

and bilateral hip rash (general length) 

itching and red."

A facility policy, dated 1/1/11, ttled 

"Reportable Event Procedural 

Guideline,"was  provided by the 

Divisional Clinical Support Registered 

Nurse (DCS-RN) on 4/12/11.  The 

Guidelines for a reportable event 

indicated, but was not limited to:    

practice does not recur:Educate 

all facility staff on Abuse and 

Neglect Procedural Guidelines 

and Reportable Event Procedure 

Guidelines during the inservices 

on May 5, May 6, and May 9, 

2011. New staff will receive 

education during orientation and 

twice yearly.A written pre-test and 

post-test (attachment 3) will be 

administered on Abuse and 

Neglect and Reportable 

Events upon new hire orientation 

and twice yearly.Human 

Resource Manager will audit all 

new hire files for completion of 

Abuse and Neglect and 

Reportable Event Procedure 

Guidelines with a pre-test and 

post-test. ADHS/Designee will 

track all staff attending mandatory 

inservices and report results to 

the QA Committe for review.
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"...Purpose: To provide guidelines to 

ensure reportable occurrences are 

recorded and monitored in accordance 

with state and federal 

guidelines...Occurrences to be reported 

include:..Signifcant injuries (Contact your 

Divisional Nurse to discuss injury on an 

individual basis)...or requires 

hospitalizaton..."  

The resident was readmited to the 

hospital on 4/05/11.  The hospital 

provided a list of the resident's abrasions, 

scabs, bruises, and all areas located on 

the patent/resident's body that were 

new and/or larger since 4/01/11.  The 

hospital documentaton noted 27 

abrasions, ranging from 1 cm in diameter 

to 20 cm in diameter and 11 cm in width.  

They include the following, but not all 

inclusive:

1.   L lateral (outside porton) knee (20 

cm length and 5 cm width), L lateral knee 

(20 cm length and 8 cm width), L lateral 

knee/leg  (17 cm length and 8 cm width), 

L medial knee (10 cm diameter), L medial 

knee (7 cm diameter).  

2.  R lateral hip (10 cm diameter) 

abrasion and L lateral hip (11 cm 

diameter) abrasion.
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3.  R lateral calf below knee cap (4 cm 

diameter), R medial knee cap (6 cm 

diameter), on R knee cap (5 cm 

diameter), R lateral knee cap (6 cm 

diameter), R medial below knee cap (3 

cm diameter).

Hospital readmission nursing notes 

indicated the following, but not limited 

to:  4/05/11 at 10:01 pm, "Pt describes 

pain as "throbbing but not too bad.", 

4/6/11 at 9:00 am, "Wounds are stll red 

and weepy, cleansed with Carraklens and 

bacitracin ointment applied per 

orders...",  4/6/11 at 4:25 pm, "Pt 

presents with multple abrasions...open 

easily with the slightest of pressure or 

touch..."4/07/11 at 2:10 am, "all pressure 

points monitored...log roll utlized with 

all peri care...bacitracin applied to all 

afected areas of skin breakdown...", 

4/07/11 at 9:30 am, "all wounds 

cleansed...ointment applied to all 

wounds but...knees...lef knee...stll red, 

edematous with serousanguinous 

drainage...pt's pants were stcking to top 

of the wounds...family...asked to bring in 

shorts so...knees would not be irritated 

by pants..."
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As a follow-up, 4/11/11 at 10:35 a.m, to a 

verbal interview, facility provided a 

writen summary that was prepared by 

the DHS (Director of Health Services). The 

writen summary indicated that the 

extent of the resident's acquired skin 

injuries had not been  reported to the 

required regulatory agencies as required 

by the Indiana State Department of 

Health reportng guidelines.  The DHS did 

not see the injuries need to be reported, 

so no investgaton was needed either. 

No informaton was located in the clinical 

record or provided which would have 

indicated speaking to the 'Divisional 

Nurse' to discuss the resident's extensive 

skin injuries.

This federal tag is related to the 

complaint number IN00088970.

3.1-28(a)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: GS2H11 Facility ID: 010892 If continuation sheet Page 6 of 38



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/23/2011PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PERCEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

920 W HWY 46

SPENCER, IN47460

155661 04/12/2011

OWEN VALLEY HEALTH CAMPUS

00

F0282 The services provided or arranged by the 

facility must be provided by qualified persons 

in accordance with each resident's written 

plan of care.

SS=D

Based on interview and record review the 

facility staff failed to transcribe admission 

orders for Ativan (an antianxiety) or 

Motrin (for pain and inflammation) 

medication for 1 resident in 3 reviewed 

for behaviors which resulted in 

untimely-untreated, agitated behavior and 

numerous skin wounds and abrasions.  

(Resident #C)   

Findings include:

A review of Resident C ' s clinical record 

was conducted on 4/08/11 at 4:00 pm.  

He admited to the facility, from an 

inpatent psychiatric hospital, on 4/01/11 

at 4:30 pm.  The record indicated the 

resident had the following diagnoses, but 

not limited to:  Anxiety, Dementa with 

behavioral disturbances, Syncope, and 

hypertension.

The facility received a copy of the 

hospital physician's medicaton orders, 

dated 3/30/11 that was sent at 9:04 am 

on the day of admission for Resident A 

F0282 Corrective Actions accomplishd 

for those residents found to have 

been affected by the alleged 

deficient practice:Resident 

re-admitted to Acute Care 

Psychiatric Hospital.Identification 

of other residents having the 

potential to be affected by the 

same alleged deficient practice 

and corrective actions taken:All 

residents have the potential to be 

affected by the same alleged 

deficient practice therefore 

through systemic changes stated 

below, will ensure the campus will 

provide a safe 

environment.Measures put into 

place and systemic changes 

made to ensure the alleged 

deficient practice does not 

recur:New practice (attachment 

4) says that admitting nurse will 

verify orders with the M.D. and 

transcribe admission orders to 

the Medication Administration 

Record (MAR) and the Treatment 

Administration Record (TAR).  

The nursing Unit 

Manager/Designee will then 

confirm accuracy of transcription 

to MAR/TAR within four hours of 

admission.  Admission Nurse and 

Nursing Unit Manager/Designee 

will sign off on all admission 

orders.All licensed nursing staff 

will be inserviced on Admission 

Orders Verification Practice 

05/12/2011  12:00:00AM
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(4/1/11 at 4:30 pm).  The individual 

medicatons had not been marked, by 

the hospital, which would indicate the 

medicaton was to be contnued or 

discontnued on transfer to the ECF 

(extended care facility).  The nurse had 

contacted the physician to reconcile the 

orders, before admission, and had 

documented a notaton next to each 

medicaton on the document.   The nurse 

documented the following informaton, 

but is not all inclusive:  "...Atvan 

(antanxiety medicaton)  0.5 mg po q4h 

prn was noted to be "dup" (duplicate 

order) and not transcribed as ordered 

and Motrin 800 mg po q6h prn (for pain 

and infammaton) was discontnued.

The Physician discharge orders, for 

Resident A, were dated as 4/01/11 at 

1:44 pm and  faxed to the facility at 2:19 

pm.  The orders indicated the resident 

had admited to the hospital on 3/18/11 

with a diagnosis of Syncope (faintng or 

loss of consciousness).  The medicaton 

orders were noted to be current 

medicatons, as of 4/01/11 at 1:44 pm.   

The orders were as follows, but are not 

(attachment 4) on May 5, May 6, 

and May 9, 2011.How the 

corrective measures will be 

monitored to ensure the alleged 

deficient practice does not 

recur:Medical Records/Designee 

will audit all admission orders 

(attachment 5) to ensure 

accuracy of transcription to 

Medication Administration Record 

and Treatment Administration 

Record.  All new admissions will 

be audited for 90 days with 

results reviewed in monthly QA 

meetings for 3 months.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: GS2H11 Facility ID: 010892 If continuation sheet Page 8 of 38



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/23/2011PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PERCEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

920 W HWY 46

SPENCER, IN47460

155661 04/12/2011

OWEN VALLEY HEALTH CAMPUS

00

all inclusive: "... Atvan 0.5 mg po q4h prn 

to be contnued...Atvan 0.5 mg po QD 

routne to be contnued...Motrin 800 mg 

po q6H prn."  The MAR (medicaton 

administraton record) indicated the 

resident was also started on Zyprexa 

Zydis 10 mg at bedtme, on 3/28/11.

A review of the facility's MAR for 

Resident C, indicated the transcribed 

orders were dated for 4/01/11 through 

4/30/11.  There was no Atvan 0.5mg po 

q4h, prn documented on the MAR or the 

order for Motrin 800 mg po q6h, prn(for 

pain and infammaton) had not  been 

transcribed on to the MAR.  An additonal 

MAR was provided with a start date of 

4/03/11 through 4/30/11, which 

indicated an order was transcribed as 

Atvan 0.5mg 1 po q4h routne and no 

Motrin 800 mg had been added to the 

MAR.  A review of the physician's 

telephone orders indicated an order had 

been received, dated 4/03/11 at 11:50 

am, for Atvan 0.5 mg 1 po q4h routne.

The facility form "Change in Conditon 

Form, dated 4/2/11 at 7:20 am, "res 
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insistng upon being allowed to lie on 

foor.  Not easily redirected...noted 

abrasions to bilat (bilateral) knees form 

being on foor early in AM..."  4/3/11 at 

11:50 am, indicated:  "Family (at) 

bedside. State res (resident) was 

receiving Atvan Q4 (h) routne while at 

(name) Unit.  state res seems to be worse 

since med was decreased Requestng 

med be a Q4h...Physician order/response 

to communicaton:  Atvan q4h routne 

Alz (Alzheimer's (with) behaviors..."  

Nursing notes indicated: 4/1/11 at 4:30 

pm, "Res arrived via EMS on gurney with 

family presents.."  4/2/11 at 4:00 am, 

"Res has been (up) et (down) most 

of...1:1 needed...res atemptng to get up 

(without) assist.."

Interviews of facility staf on 4/12/11 

indicated the following, but not all 

inclusive:  Nurse #1 worked on the night 

of admission, 4/1/11 at midnight untl 

next morning at 6 am.  She indicated 

"...He ended getng area from crawling 

around on foor...wanted to stay on 

foor... area on knee...happened from 
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crawling on foor within 10 minutes..red 

color...nothing ever like I had seen 

before..like red jello color."   "C.N.A. #2 

indicated she worked on 4/2/11 and the 

resident "...was a handful...couldn't 

keep...in bed..family requested he had 

med to calm him down...he'd have his 

clothes of 5 minutes afer we put them 

back on..would wiggle on mats...he did 

get rug burns from being on carpet.  He 

done (sic) it himself..."  The Unit Manager 

indicated she was at the facility on 

4/3/11 (the weekend) and the resident 

"...was adamant...wanted on foor..was 

disrobing at least 3 tmes...he crawl (sic), 

scoot around, lay on back and push 

across the foor with his feet, knees bent, 

on back, lay on stomach and pull himself 

across carpet..."

Hospital nursing notes, dated 4/6/11 at 

2:00 pm, "...met with patent's wife...to 

discuss wounds...wife reported on 

4/2/11...was informed patent had 'gone 

to his knees'...the prior night 

4/1/11)...saw the abrasion on...lef 

knee...was very restless...orderly...in 

atendance with ...patent moving...from 

bed to chair several tmes...son 
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reported...patent...on...foor during 

evening.  Wife also described requestng 

his medicaton afer discovering there 

was a delay in him receiving 

it...requested it twice...son also 

requested the medicaton during 

evening...."

This federal tag is related to complaint 

number IN00088970.

3.1-35(g)(2)

    

 

  

F0309 Each resident must receive and the facility 

must provide the necessary care and services 

to attain or maintain the highest practicable 

physical, mental, and psychosocial well-being, 

in accordance with the comprehensive 

assessment and plan of care.

SS=G
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Based on observaton, interview, and 

record review, the facility failed to 

protect a resident from self injurious 

behaviors and seek an acute care facility 

to prevent further injury to his skin  for 1 

resident in 3 reviewed for provision of 

care, in that the resident was placed on 

his foor where he constantly moved 

about by scootng, crawling, rubbing, and 

snake-like movements over the carpet, 

ofen with bare skin from disrobing and 

voiced complaints of itching.  This 

constant moving resulted in skin 

concerns including abrasions, rug burns, 

rashes, and other skin damage which 

required treatment by the wound team 

at the hospital.    (Resident C)

Findings include:

A review of Resident C ' s clinical record 

was conducted on 4/08/11 at 4:00 pm.  

He admited to the facility, from an 

inpatent psychiatric hospital, on 4/01/11 

at 4:30 pm.  The record indicated the 

resident had the following diagnoses, but 

not limited to:  Anxiety, Dementa with 

F0309 Corrective Actions accomplished 

for those residents found to have 

been affected by the alleged 

deficient practice:Resident 

re-admitted to Acute Psychiatric 

Hospital to prevent further 

injury.Identification of other 

residents having the potential to 

be affected by the same alleged 

deficient practice and corrective 

action taken:All residents with 

behavior concerns and/or skin 

issues have the potential to be 

affected by the same alleged 

deficient practice therefore 

through systemic changes stated 

below, will ensure the campus will 

provide a safe 

environment.Measures put into 

place and systemic changes 

made to ensure the alleged 

deficient practice does not 

recur:Customer Service 

Representative willmperform an 

on-site pre-admission 

assessment on all resident 

referrals with wound issues 

and'or behavior concerns.All 

Licensed Nursing Staff will be 

in-serviced on May 5, May 6, and 

May 9, 2011 on Change of 

Condition Guidelines (attachment 

6) and Change of Condition Form 

(attachment 7).Wound Care 

Nurse/Designee, inconjunction 

with Admitting Nurse, will do skin 

assessments on all admissions 

and with the Discharge Nurse on 

all discharges, and will document 

assessment findings in residents 

medical record for 90 days.  

Thereafte the Admitting Nurse 

05/12/2011  12:00:00AM
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behavioral disturbances, Syncope, and 

hypertension. 

The notes, writen by ADHS (Assistant 

Director of Health Services), were 

reviewed.  On 4/1/11 at 4 pm, the notes 

indicated speaking with the (name) of 

hospital unit related to Resident C's 

history.  It was noted the nurse from the 

hospital indicated "...he had behavioral 

issues...was restlessness not 

aggression...Dr. (name) wanted 

(resident)...to...rehab so can get stronger 

so he can pace...no behaviors since 

3/23/11..."  On 4/1/11 at 5 pm, the notes 

indicated, "...asked...if...(name) would 

accept resident back if...were unable to 

meet his needs..."  The notes, dated 

4/1/11 at 6 pm, indicated "...resident 

restless, constantly moving around in bed 

scratching at forehead and bilateral lower 

legs statng 'did you bite me" wife 

redirectng resident that no one bit him, 

but...keeps on picking..." 

C.N.A. #2 was interviewed on 4/12/11 at 

2:22 pm.  She indicated  "...work on 

weekend on Saturday 4/02 ...he was 

adDischarge Nurse will contnue 

to assess and document 

assessments on all admissions 

and discharges (attachment 

8).How the corrective measures 

will be monitored to ensure the 

alleged deficient practice does 

not recur:Medical 

Records/Designee will audit 

residents admission chart within 

72 hours of admission, to ensure 

the skin assessment is 

completed.  Medical 

Records/Designee will audit 

resident discharge chart within 72 

hours to ensure skin assessment 

completion. Results of Medical 

Records audit will be forwarded to 

the QA Committee monthly for 

review and further 

recommendations.
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handful.  Couldn't keep in bed...kept 

taking clothes of ...impossible to keep 

him in bed on mats...Tried to give the 

best care we could ...family there and 

agreed for him to be on foor...family 

requested he had med to calm him 

some...didn't sleep stll.  He'd have his 

clothes of in 5 minutes afer they were 

put on him...would wiggle on mat...did 

get rug burns from being on carpet...he 

done [sic] it to himself..." 

An interview, on 4/12/11 at 3:25 pm with 

C.N.A. #1, indicated she had worked from 

6 am to 6 pm on 4/01/11, the day of 

Resident C's admission.  They indicated  " 

...impossible to get him to sit stll...had a 

serious case of the wiggles...he would 

snake, slither, sometmes on mat, 

sometmes on rug.  Always scratching and 

picking on skin... "   C.N.A. #3, 

interviewed, on 4/12/11 at 3:06 pm, 

indicated she had worked nights on 

Saturday (4/2) and Sunday (4/3).  " ...he 

was on the foor with doctor's order.  

Kept stripping ...would slide on the 

carpet (without ) clothes on...Sunday 

night ...found a 'onesie' with a 
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sweater...borrowed it and put it on...it 

was on stll slid around on foor but his 

skin was covered...also...took of elbow 

and knee pads...had rug burns on legs, 

arm, area, chest and forehead-thinks 

they were rug burns...didn't crawl 

...whole body would slide across 

carpet...had put 1 mat on 

foor...he...folded it and pushed it out of 

the way...over the weekend... "  

Nurse #2, interviewed on 4/12/11 at 2:44 

pm, indicated  " ...he couldn't  walk 

...kept trying to get up his alarms kept 

going of at 3:00 am...controlled 

fall...helped him to the foor...ended 

getng rug burn from crawling around on 

foor...wanted to stay... area on knee was 

red from fall...happened on...foor within 

10 minutes...wanted to get him up and 

not let him crawl look what 

happened...did 1:1...rest of shif...did 

incident report on skin... "

 An Incident Report, dated 4/02/11 at 

02:45 am, was provided by the facility on 

4/12/11.   The report indicated " 

...witnessed...res (resident)...up walking 
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around bed atemptng to turn of 

alarm...writer assist res to foor...res 

declined to get up of foor ...received 

abrasion to L (lef) knee and L outer 

leg...assisted fall...self inficted 

injury-witnessed... " 

The nursing notes, dated 4/04/11 at 3:00 

pm, indicated " Wife notfed...resident 

remains restless...non-redirectable, 

crawling on foor, removing 

clothes...rolling up mat on 

foor...informed of safety concerns 

because resident...repeatedly removing 

clothes...scootng across carpet causing 

abrasions throughout-currently has 

abrasions on chest, stomach, back, 

butocks, in additon to abrasions he 

came with...also scratching 

at...picking...abrasions...scabs...staf...plac

e 2 matress[sic], three mats ...numerous 

blankets on foor to keep resident from 

causing further injury to self... "   

"...resident would roll up the mats, stack 

them and then roll on the foor...notes on 

4/4/11 at 6 pm...res has multple rash 

areas et res noted to be picking at skin, 

tearing in several places... "
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The nursing notes, dated 4/5/11 at 10:30 

am, indicated the acceptng hospital had 

contacted the facility and stated  " 

...concerned about the extent of the 

abrasions ...reported to (name) that 

resident had been stripping of 

clothes...rolling on carpet ...we had 

repeatedly put back on his 

clothing...reported that resident had 

voiced...he was itching...doing a lot of 

scratching/picking at areas..."   At 11:30 

am,  afer resident transferred to 

psychiatric hospital, " ...wife called...son 

going to (hospital name)... reported 

severe pain...were sedatng him...having 

a wound specialist look at him..."  

An interview with Nurse #2, on 4/12/11 

at 1:34 pm, indicated  "...6:00 am to 6:00 

pm on 4/4/11- Monday...he was 

scratching and picking rashy [sic] 

areas...asked 'Do you hurt?...he said 'I 

itched' and he pointed to the rashy 

area...rash was dots on chest, 

forehead...above butocks... "

The Unit Manager was interviewed on 
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4/12/11-1:5 5pm.  She indicated  " ...was 

here Sunday (4/3) and Monday 

(4/4)...put himself on carpet while 

disrobed...crawled, scoot around, lay on 

back and push across foor with his feet, 

knees bent on back, lay and pull himself 

across carpet on all fours...had carpet 

burn on knees, you could tell it was 

carpet burns, lateral side of  (L) leg, 

elbows and forehead, rib cage, both 

butocks, both thighs, and 

back...were[sic] rash when you rubbed 

hand across rash areas, it had texture of 

orange peel on the rash areas...could tell 

the diference between the rug burn 

areas and rash areas... "

There were no orders or treatments 

located in the clinical record, or provided 

for an oral and/or topical medicaton to 

address the resident's itching.  There was 

no documentaton located or provided 

related to any conversaton, with a 

Physician, which indicated the increased 

size and number of skin injuries the 

resident had acquired during all the 

contact of movement across the carpet, 

many tmes with bare skin.
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An observaton of  Resident #C was 

conducted, on 4/8/11 at 2:30 pm, at the 

hospital.  The resident was sitng in his 

wheelchair,wearing a pair of nylon 

shorts, smiling, and watching a couple of 

patents in the small dining room.  A staf 

member was also present.  She was in 

the process of removing the resident's 

dressings from his bilateral legs.  There 

were large, very red, meaty wounds on 

the bilateral legs, the worst visible on the 

lef leg, knee area, and calf (medial, 

lateral, and frontal area ) The skin was 

sloughing of (layering down) and was 

light yellowish in color.  The staf 

member indicated the wounds would be 

given air at that tme.  The resident was 

asked what had happened and he replied 

"I think I was in a car wreck".   She 

indicated he was receiving wound care.  

She indicated she had taken care of the 

resident prior to his discharge to the 

Extended Care Facility and he was no 

trouble at all to care for, "in fact he is real 

funny sometmes..."  

The resident was readmited to the 

hospital on 4/05/11.  Documentaton 

from the hospital, dated 4/5/11 at 9:55 

am, (received on 4/8/11 at 2:00 pm) 
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indicated "...Upon arrival...was 

noted...patent had extensive abrasions 

with new scabbing.  Abrasions 

surrounded by redness, were 

warm...slightly swollen...sensitve to 

touch...called facility...DON and 

Administrator both identfed 

that...patent put himself on...foor...they 

could not restrain him to prevent 

injury..."  The hospital provided a list of 

the resident's abrasions, scabs, bruises, 

and all areas located on the 

patent/resident's body, with 

measurements, that were new and/or 

larger since 4/01/11. There were 27 

abrasions ranging from 1 cm to 20 cm.  

They include the following, but not all 

inclusive:

1.   L lateral (outside porton) knee (20 

cm length and 5 cm width), L lateral knee 

(20 cm length and 8 cm width), L lateral 

knee/leg  (17 cm length and 8 cm width), 

L medial knee (10 cm diameter), L medial 

knee (7 cm diameter).  

2.  R lateral hip (10 cm diameter) 

abrasion and L lateral hip (11 cm 
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diameter) abrasion.

3.  R lateral calf below knee cap (4 cm 

diameter), R medial knee cap (6 cm 

diameter), on R knee cap (5 cm 

diameter), R lateral knee cap (6 cm 

diameter), R medial below knee cap (3 

cm diameter)

The nursing facility "Nursing Admission 

Assessment", dated 4/02/11 at 00:15 am, 

indicated a front and back body map.  

The front side of body map had noted:  

an abrasion on forehead, a scratch on lef 

upper chest, scab and abrasion on 

bilateral knees, scatered scratches on 

frontal bilateral calf area, and a scratch 

on the outer porton of the right foot.  

The back side of body map had bilateral 

red elbows with scratches and a scab, 

and a red lef heel.

The facility "Skin Impairment 

Assessment", dated 4/02/11, indicated 

the following abrasions occurred, but 

were not present on admission.  "L outer 

knee (7.5 cm length and 4.0 cm width) 

and tender, L outer lower leg (10.0 cm 
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length and 3.5 cm width) and tender. ( 

admited scatered scratches anterior L 

leg, abrasion L knee-4.0 cm length with 

4.0 cm width)."  The second skin 

assessment document, dated 4/4/11, 

indicated the following skin issues 

occurred, but were not present upon 

admission.  "R hip bruise (3.0 cm length 

and 3.0 cm width) and bilateral hip rash 

(general length) itching and red..."

This federal tag is related to complaint 

number IN00088970.

3.1-37(a)
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F0329 Each resident's drug regimen must be free 

from unnecessary drugs.  An unnecessary 

drug is any drug when used in excessive dose 

(including duplicate therapy); or for excessive 

duration; or without adequate monitoring; or 

without adequate indications for its use; or in 

the presence of adverse consequences which 

indicate the dose should be reduced or 

discontinued; or any combinations of the 

reasons above.

Based on a comprehensive assessment of a 

resident, the facility must ensure that 

residents who have not used antipsychotic 

drugs are not given these drugs unless 

antipsychotic drug therapy is necessary to 

treat a specific condition as diagnosed and 

documented in the clinical record; and 

residents who use antipsychotic drugs receive 

gradual dose reductions, and behavioral 

interventions, unless clinically contraindicated, 

in an effort to discontinue these drugs.

SS=G

Based on record review and interview, 

the facility failed to consider observable 

behaviors as symptoms as potental 

severe adverse reactons to a medicaton 

for 1 resident in 3 reviewed for 

psychotropic drug use and untreated 

behaviors which resulted in restlessness, 

scratching, injurious behavior, multple 

F0329 Corrective Actions accomplished 

for those residents found to have 

been affected by the alleged 

deficient practice:Resident was 

re-admitted to Acute Psychiatric 

Hospital.Identification of other 

residents having the potenial to 

be affected by the same alleged 

deficient practice and corrective 

actions taken:All residents have 

the potential to be affected by the 

same alleged deficient practice 

therefore, through systemic 

changes stated below, will ensure 

05/12/2011  12:00:00AM
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abrasions, rug burns, and skin wounds. 

(Resident C)

Findings:

A review of Resident C ' s clinical record 

was conducted on 4/08/11 at 4:00 pm.  

The record indicated the resident had the 

following diagnoses, but not limited to:  

Anxiety, Dementa with behavioral 

disturbances, Syncope, and hypertension.  

He admited to the facility, from an 

inpatent psychiatric hospital, on 4/01/11 

at 4:30 pm. 

A review of the hospital discharge 

medicaton sheet, dated 4/01/11 at 1:44 

pm, indicated the resident was to receive 

the following medicatons, but not all 

inclusive:   Zyprexa Zydis (ant-psychotc) 

10 mg. (milligram) po (oral) q hs (each 

bedtme), Atvan (ant-anxiety) 0.5 mg po 

daily...Motrin (ant-infammatory 

analgesic) 800 mg. q6h prn...Ambien 

(insomnia) 10 mg. qhs prn..." 

The current Physician discharge orders, 

for Resident C, were dated as current 

the Campus will provide a safe 

environment.Measures put into 

place and systemic changes 

made to ensure the alleged 

deficient practice does not 

recur:Licensed Nursing staff to be 

in-serviced on May 5, May 6, and 

May 9, 2011 on Change of 

Condition Guidelines (attachment 

6), Change of Condition Form 

(attachment 7), Medication 

Administration General 

Guidelines (attachment 9), 

Preventing and Detecting 

Adverse Consequences 

(attachment 10), and Adverse 

Drug Reaction Report 

(attachment 11).Nursing Unit 

Manager will receive written 

disciplinary action on May 6, 2011 

for administering medication 

without a physicians order.How 

the corrective measures will be 

monitored to ensure the alleged 

deficient practice does not 

recur:Condition Changes and 

Adverse Reactions will be 

monitored daily by using the 

24-hour nursing report and 

tracked weekly in the Clinically at 

Risk (CAR) meeting per the 

interdisciplinary team until 

resolved.  Results will be 

reviewed monthly at QA 

Committee meetings.
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4/01/11 at 1:44 pm and faxed at 2:19 

pm.  The orders indicated the resident 

had admited to the hospital  on 3/18/11 

with a diagnosis of Syncope (faintng or 

loss of consciousness). The following 

discharge orders indicated "...the 

following psych meds should be 

contnued...please see MAR (medicaton 

administraton record) for other 

medicatons..."  The noted 2 meds were 

"1. Atvan 0.5 mg. (milligram) PO (by 

mouth )daily, 2. Zyrexa Zydis 10 mg PO 

daily @ HS (bedtme)..." The MAR 

indicated the Zyprexa Zydis, 10 mg) was 

started on 3/28/11 and noted the 

following orders, but are  not all 

inclusive: "...Atvan 0.5 mg po q4h prn to 

be contnued...Atvan 0.5 mg po QD 

routne to be contnued..." 

The Discharge Summary, indicated the 

resident had admited to the hospital on 

3/18/11, to the Intensive Care Unit 

related to "syncopal atacks at home", 

began displaying spells of agitaton and 

observed to be very anxious, restless, 

agitated, confused, and poor judgement, 

so was transferred to the Psychiatric foor 
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of the hospital.  Resident C was started 

on Zyprexa Zydis 2.5 mg. BID (twice 

daily), dose was gradually increased to 5 

mg at bedtme.  The patent was given 

Atvan 0.5 mg BID for severe anxiety and 

his Zyprexa Zydis was increased to 10 mg 

on 3/28/11 and the medicatons were 

documented, in the summary, to be 

contnued at the nursing facility. 

On 4/11/11 the " Website 'Drugs.com' 

was reviewed for the side efects of  

Zyprexa Zydis (ant-psychotc medicaton). 

' "The 'Zyprexa Zydis Side Efects' 

indicated  " ...Seek medical atenton 

right away if any of these SEVERE side 

efects occur when using Zyprexa Zydis 

Orally Disintegratng Tablets...Severe 

allergic reactons (rash,; hives, 

itching;...trouble sitng stll...trouble 

walking or standing ...Dermatologic side 

efects...frequently include ecchymosis 

(bruising)...pruitus (itch; a tngling or 

faintly burning skin sensaton that 

prompts a person to rub or scratch) " 

...skin ulcer 

...Hypersensitvity...generalized pruritc 

skin erupton...reported case patent 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: GS2H11 Facility ID: 010892 If continuation sheet Page 27 of 38



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/23/2011PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PERCEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

920 W HWY 46

SPENCER, IN47460

155661 04/12/2011

OWEN VALLEY HEALTH CAMPUS

00

presented with severe, generalized 

pruritc skin erupton 60 days afer 

ingeston of olanzapine (Zyprexa) ... "  

"The Nursing Spectrum Drug 

Handbook-2010" indicated 

Zyprexa...'Adverse 

Reactons'...restlessness...insomnia...agita

ton... "

C.N.A. #2 was interviewed on 4/12/11 at 

2:22 pm.  She indicated " ...work on 

weekend on Saturday 4/02...he was 

handful.  Couldn't keep in bed...kept 

taking clothes of ...impossible to keep 

him in bed on mats...Tried to give the 

best care we could ...family there and 

agreed for him to be on foor...family 

requested he had med to calm him 

some...didn't sleep stll.  He'd have his 

clothes of  in 5 minutes afer they were 

put on him...would wiggle on mat...did 

get rug burns from being on carpet...he 

done [sic] it to himself... "

An interview, on 4/12/11 at 3:25 pm, 

with C.N.A. #1, indicated she had worked 

from 6am to 6 pm on 4/01/11, the day of 

Resident C's admission.  They indicated  " 
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...impossible to get him to sit stll...had a 

serious case of the wiggles...he would 

snake, slither' sometmes on mat, 

sometmes on rug.  Always scratching and 

picking on skin... "   C.N.A. #3, 

interviewed at 3:06 pm on 4/12/11, 

indicated they had worked nights on 

Saturday (4/2) and Sunday (4/3)...was on 

the foor with doctor's order.  Kept 

stripping...would slide on the carpet 

(without ) clothes on...Sunday 

night...found a onesie with a 

sweater...borrowed it and put it on...it 

was on stll slid around on foor but his 

skin was covered...also...took of elbow 

and knee pads...had rug burns on legs, 

arm, area, chest and forehead-thinks 

they were rug burns...didn't crawl...whole 

body would slide across carpet...had put 

1 mat on foor...he...folded it and pushed 

it out of the way ...over the weekend ... "  

Nurse #2, interviewed on 4/12/11 at 2:44 

pm, indicated  " ...he couldn't walk...kept 

trying to get up his alarms kept going of 

at 3:00 am...controlled fall...helped him 

to the foor...ended getng rug burn from 

crawling around on foor...wanted to 
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stay... area on knee was red from 

fall...happened on ...foor within 10 

minutes...wanted to get him up and not 

let him crawl look what happened...did 

1:1...rest of shif...did incident report on 

skin... "

 An Incident Report, dated 4/02/11 at 

02:45 am, was provided by the facility on 

4/12/11.   The report indicated  " 

...witnessed...res (resident)...up walking 

around bed atemptng to turn of 

alarm...writer assist res to foor...res 

declined to get up of foor ...received 

abrasion to L (lef) knee and L outer 

leg...assisted fall...self inficted 

injury-witnessed... "  

A review of 2 documents, dated 4/2/11, 

ttled  " Other Skin Impairment 

Assessment "  indicated the resident had 

abrasions which were not present upon 

admission to the facility.  The lef outer 

knee had a length of 7.5 cm by a width of 

4.0 cm and was noted to be tender.  The 

lef outer lower leg had an abrasion with 

a length of 10.0 cm by 3.5 cm width and 

also noted to be tender.  There were 2 
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additonal skin assessments, dated 

4/2/11, which indicated 2 abrasions to 

the knees, which were observed on 

admission.  The lef knee had a length of 

4.0 cm by 4.0 cm and the right knee had 

length of 5.2 cm by 3.0 cm. width.

A physician ' s progress note, dated 

4/2/11, indicated  " ...Exam at this tme 

reveals a large male resident restng on 

the foor...skin...is remarkable in that he 

has some superfcial abrasions or bruises 

on...forehead, scatered on...arms and 

both ...legs ...would appear to be, one 

would guess, from his behavior of getng 

up and down from...chair, up and down 

from...bed, and scootng around on the 

foor...think we should consider either 

Risperdal or at this point increasing his 

Zyprexa to at least 5 mg. in the morning 

and contnue the 10 mg. at night... "

A  " Change in Conditon Form ", dated 

4/3/11 at 11:50 am, indicated  " ...Family 

at bedside...stated res was receiving 

Atvan Q4h routne at (hospital 

name)...state res seems to be worse since 

med was decreased...requestng 
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change...1. Atvan q4h routne 

Alzheimer's with behaviors... "

The nursing notes, dated 4/04/11 at 3:00 

pm, indicated the wife and niece visited 

the facility.   " Wife notfed...resident 

remains restless...non-redirect able, 

crawling on foor, removing 

clothes...rolling up mat on 

foor...informed of safety concerns 

because resident...repeatedly removing 

clothes...scootng across carpet causing 

abrasions throughout-currently has 

abrasions on chest, stomach, back, 

butocks, in additon to abrasions he 

came with...also scratching at ...picking 

...abrasions ...scabs ...niece researched 

Zyprexa and those are side efects ...wife 

requests we stop Zyprexa ...informed 

...staf ...place 2 matress[sic], three mats 

...numerous blankets on foor to keep 

resident from causing further injury to 

self ... "   The nurse indicated that the 

resident would roll up the mats, stack 

them and then roll on the foor.  The 

notes on 4/4/11 at 6 pm, indicated  " res 

has multple rash areas et res noted to be 

picking at skin, tearing in several places ... 
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"

The nursing notes, dated 4/5/11 at 10:30 

am, indicated the acceptng hospital had 

contacted the facility and stated  " 

...concerned about the extent of the 

abrasions ...reported to (name) that 

resident had been stripping of clothes 

...rolling on carpet ...we had repeatedly 

put back on his clothing ...reported that 

resident had voiced ...he was itching 

...doing a lot of scratching/picking at 

areas ... "   At 11:30 am,  " ...wife called 

...requested how resident was previous 

night ...informed her that per report 

resident had been restless, demanding to 

be on foor, stripping of clothing..."  The 

wife indicated the "son was going to 

(hospital name) ...had reported severe 

pain ...were sedatng him ...having a 

wound specialist look at him..." The 

notes, on 4/5/11 at 11:55 am, indicated  

" ...did report to (name) families [sic] 

concern about possible reacton to 

Zyprexa ...that resident had been restless 

throughout night ...repeatedly stripping 

of clothes ...scratching himself ... "   
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An interview with Nurse #4 on 4/12/11 at 

1:34 pm, indicated  " ...frst tme ...taking 

care of him ...was working 6:00 am to 

6:00 pm on 4/4- Monday  ...prety 

frequently had someone in room 

...C.N.As took turns ...he was scratching 

and picking rashy [sic] areas ...asked 'Do 

you hurt?...he said 'I itched' (sic) and he 

pointed to the rashy area ...rash was dots 

on chest, forehead ...above butocks... "

The Unit Manager was interviewed on 

4/12/11 at 1:55 pm.  She indicated her 

name was  " ...not on stafng sheet...was 

here Sunday (4/3) and Monday 

(4/4)...put himself on carpet while 

disrobed...crawled, scoot(sic) around, lay 

on back and push across foor with his 

feet, knees bent on back, lay and pull 

himself across carpet on all fours ...had 

carpet burn on knees, you could tell it 

was carpet burns, lateral side of  (L) leg, 

elbows and forehead, rib cage, both 

butocks, both thighs, and 

back...were[sic] rash when you rubbed 

hand across rash areas, it had texture of 

orange peel on the rash areas...could tell 
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the diference between the rug burn 

areas and rash areas...he kept picking at 

forehead...scratch front chest...ribs...She 

asked 'Does it hurt?'...he replied 

'Bad'...was very adamant..."  The Unit 

Manager indicated the staf probably had 

used hydrocortsone cream on the 

resident, as the facility had a standing 

order for the cream untl the physician 

could be reached for a diferent 

treatment.  

The Clinical Nurse (DCS) was interviewed 

on 4/12/11 at 3:55 pm.  She indicated 

the facility did not have any standing 

orders for hydro-cortsone cream (for 

itching and/or infammaton) or lidex 

cream, so the creams would not have 

been used on the resident.   

There were no physician's orders located 

or provided which would have indicated 

the resident's itching had been 

addressed.  There were no orders or 

treatments located in the clinical record, 

or provided for an oral and/or topical 

medicaton to address the resident's 

itching. 
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An phone interview was conducted, on 

4/21/11 at 10:30 am, to reconfirm 

Resident C's psychotropic medication 

regime with his readmission to the 

hospital.  His medications had been 

changed to "Seroquel 100 mg. Q HS, 

Seroquel 50 mg BID at 8 am and 1 pm, 

Depakote 500 mg. BID, Depakote 250 mg 

at 1:00 pm, Klonopin 0.5 mg TID (3 tmes 

daily) and Benedryl Q 4H, prn (for itching)  

He was no longer taking Zyprexa Zydis. 

A review of the hospital nursing notes 

indicated:  " addendum: 4/05/11 at 10:01 

pm, Pt describes pain as "throbbing but 

not too bad".  4/6/11 at 2:14 am, "No 

agitaton or aggression noted.  Pt 

confused but cooperatve with all 

care...easily redirected to allow 

assistance with all transfers...in bed at 

this tme with bed alarm set, brakes 

locked, bed in low positon, non skid 

footwear on...only atempted to get out 

of bed on own 1 tme..."  4/6/11 at 9:00 

am, "all wounds stll red and 

weepy...cleansed...ointment applied per 

orders..."  4/6/11 at 4:25 pm, "Pt has 
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shown no S/S (signs and symptoms) of 

agitaton nor aggression today is restless 

when out of bed. However, cooperatve 

with staf..."  4/7/11 at 2:10 am, "No 

agitaton or aggression noted.  Pt 

confused but cooperatve with all care..."  

4/7/11 at 11:19 am, "Pt stated...has 

poison ivy and...it itches...benedryl 

ordered..."  4/7/11 at 3:28 pm, " Pt has 

shown no S/S of agitaton nor aggression 

today.  He is calm and cooperatve..."   

4/08/11 at 3:00 am, "Pt has been 

cooperatve with care and took his pm 

meds crushed w/o (without) 

difculty...start of shif...sitng in w/c 

with chair alarm set...transportng self via 

w/c (without) difculty..."

This federal tag is related to complaint 

number IN00088970

3.1-48(a)(3)

3.1-48(a)(5)

3.1-48(a)(6)
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